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Alkhurma Virus in Saudi Arabia
At the beginning of March, ProMED mail reported the death of a 46-year-old female from Alkhurma Virus (ProMED mail archive number
20040302.0631). She presented with symptoms and signs consistent with a viral haemorrhagic fever such as Dengue, Alkhurma Virus
or Rift Valley Fever (RVF). Despite intensive care she developed progressive hypotension, bleeding, and suffered a cardiac arrest and
died. This is the ﬁrst diagnosis of Alkhurma virus in Saudi Arabia for two years.
Blood samples were collected for viral investigations. Dengue virus RT-PCR was negative, but the RVF virus RT-PCR was initially
positive. However viral culture gave a growth pattern that was atypical of RVF virus. The sample also tested positive for Alkhurma
virus by RT-PCR, and the growth pattern on culture was consistent with Alkhurma virus. The RVF virus RT-PCR was repeated and was
negative, suggesting the initial positive reaction was probably due to contamination.
Alkhurma virus is a tick-borne ﬂavivirus that causes haemorrhagic fever in humans. Other tick-borne ﬂaviviruses that cause a similar
disease include Omsk haemorrhagic fever virus in Siberia and Kyasanur Forest virus in India. Alkhurma virus is named after the Saudi
Arabian town where the ﬁrst cases were described (Zaki, AM. Trans R Soc Trop Med Hyg 1997;91:179–81.) The genome of Alkhurma
virus was sequenced in 2001 (Biochem Biophys Res Commun 2001;287:455–61), and it seems to share a common ancestry with Kyasanur
Forest disease virus.
Infection is presumed to be caused by contact with infected sheep or their meat, or ticks that feed on infected sheep. The ﬁrst six
patients to suffer from the disease were in fact butchers. The route of exposure of the recent case described above is not yet known.
The virus is very stable and can probably survive in infected sheep meat kept in a domestic freezer for up to a year. Thereafter it
could theoretically be transmitted to those preparing the meat through any cuts or abrasions on their hands. There are suggestions
that increased animal movement and slaughtering during the Hajj may result in greater exposure to Alkhurma virus. However the
Government provides a service that takes care of all animal slaughtering, butchering, and distribution, which greatly minimises any
risk.
Hepatitis A in Russia and its Autonomous Republics
Following on from the last issue of IJID where we wrote about the largest documented outbreak of Hepatitis A virus from a single
source in the USA, we will now report on recent outbreaks of Hepatitis A in Russia and its Autonomous Republics. In the village of
Zelenchukskaya in the Autonomous Republic of Karachaevo-Cherkessia, an increased number of cases of Hepatitis A were noted in
December 2003. By 10th March 2004, 180 people had been diagnosed with the disease, including 142 children (Promed mail archive
number 20040312.0691). The ‘Sanitary Epidemiological Surveillance Centre’ blamed the unhygienic drinking water supply, which
had been affected by interruptions in the public electricity supply and also contaminated by ﬂood water. Hepatitis A vaccination
programmes are underway to try to limit the outbreak, concentrating initially on children and food production staff. However
vaccination is only a short-term solution, and mass vaccination is not feasible because of the expense - each vaccine dose costs 500
rubles, and each individual needs to be immunized twice. Reports state that civilians are reluctant to pay for vaccination from their
own pocket. Investment in the public water supply and drainage infrastructure would clearly be of long term beneﬁt and abolish the
need for vaccination. Reports of the reconstruction of a drinking water pipeline in Zelenchukskaya is an encouraging step forward.
Other hepatitis A outbreaks in Russia and its Autonomous Republics over the last year have hit various regions: (Promed mail
archive numbers: 20040121.0235 (Buryatiya), 20031114.2828 (Ekaterinburg), 20031111.2792 (Omsk), 20030630.1612 (Dagestan) and
20030629.1598 (Luhansk Region of Ukraine)). The outbreak in Ulan Ude, the capital of Buryatiya in January 2004 affected 40 people
at a tuberculosis sanatorium. Thirty-eight were children, and 30 patients were hospitalized. The original source of the infection
was not clear, but as this enterovirus is transmitted by contact or fecal contamination of the environment, the outbreak represents
serious problems with infection control in the sanatorium.
Some local physicians have not recognised these as ‘outbreaks’ as such, but explain the rise in incidence as due to the cyclic nature
of infection every 5 to 6 years (Promed mail archive number 20031114.2828.) However, most of the increased numbers of cases do
seem to be associated with a neglect of the water supply and sewage disposal systems.
Travellers to regions where Hepatitis Amay be expected should be assessed pre-departure and if appropriate offered the formaldehyde-
inactivated human diploid cell vaccine that is now widely available.
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Measles in Democratic Republic of Congo
In February 2004 ProMED mail carried reports of up to 300 cases of measles in Basankusu, which is 210 km north east of Mbandaka,
the main town in Equateur province in the Democratic Republic of Congo (Promed mail archive number 20040215.0503). While this
ﬁgure was reported by the deputy director of epidemiological services at the Ministry of Health, local doctors in Basankusu told the
UN Mission that the number infected was nearer 800, and 3 people had died. As is often the case, it has been difﬁcult to determine
the exact numbers, especially as National health workers were on strike. The local doctors at Basankusu questioned whether the
epidemic had been caused by the poor refrigeration of vaccines, but the WHO and other experts thought this unlikely as Medicins
Sans Frontieres maintain the vaccine refrigerators very well in this area. A more plausible explanation was poor vaccination coverage
against measles in many places, as the epidemic had resurfaced where fewer than 80% of residents had been vaccinated.
This outbreak seems more extensive than the usual outbreaks of measles in Africa. Although world wide there is some genetic
variability between isolates of measles virus, nothing has implied that the current live attenuated vaccine induces an insufﬁcient
immune response. Local administrative and social problems, as is the current situation in the Democratic Republic of Congo, appear
to be responsible.
Human Cases of Avian Inﬂuenza in East Asia
Conﬁrmed human infections with an avian strain of inﬂuenza A (H5N1) have, as of 26 March 2004 totalled 34, of whom 23 have died:
12 cases with 8 deaths in Thailand, and 22 cases and 15 deaths in Viet Nam.An additional unconﬁrmed fatal case has been reported in
a 12-year-old boy from a southern province in Viet Nam (ProMed Mail Archive 20040323.0805). Thus far, there have been no conﬁrmed
cases of person-to-person transmission. An inﬂuenza A(H5N1) strain was the cause of an outbreak of human infections and deaths in
Hong Kong in 1997 in which exposure to poultry was implicated.
Thus far a total of 8 countries (Viet Nam, Thailand, Cambodia, Lao PDR, Japan, Republic of Korea, Indonesia, and China) have been
known to have strains of highly pathogenic avian inﬂuenza (HPAI) that is due to inﬂuenza A(H5N1). This historically unprecedented
spread of HPAI in the poultry populations of Asian countries has resulted in cooperation between human and veterinary public health
organizations.
